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The methods which occurred to me are: (1) Extraction from above with a corneal section; (2) Extraction from below with iridectomy; (3) Repeated needling of the upper part of the lens. The second method appears to be the most satisfactory.
Discussion.-The PRESIDENT agreed that it was difficult to know what to do in this case, for if a cataract section were made near the staphyloma, disaster was likely to result. Couching was attended with considerably greater risk when the vitreous, was solid than when it was fluid, and in this case, as there was no means of ascertaining the consistence of the vitreous, the operation was in his opinion not advisable.
Mr. J. FOSTER said that he had seen a description of an operation which would seem to be suited to Mr. Morgan's case, although it was originally designed for an uncomplicated cataract extraction. The approach to the eye was made by raising a flap of conjunctiva at the outer side as far as the corneo-scleral junction. A keratome incision was then made into the anterior chamber at this point and the lens expressed through the corneal opening thus made. In Mr. Morgan's case, after the opening was made, the pillar of the iris inclusion on the side nearest the incision could be divided, thus reducitig the chances of the pupil being dragged upwards, which complication would almost certainly ensue if the ordinary corneal incision for a cataract extraction was made.
Mr. LESLIE PATON said that the operation referred to by Mr. Foster had been described in full by Jacqueau (Bull et meom. 8oc. franc. d'Ophtal., 1931, xliv, 395) . Jacqueau removed the lens from the side by means of a vertical keratome incision. He ascribed to Junes (of Sfan) the first invention of the method, but it was actually suggested by Daviel.
Mr. R. FOSTER MOORE said that if this case were his, he would dissect the conjunctiva carefully off the staphyloma and so expose the prolapsed iris, define cleanly the edges of the ruptured sclerotic and put a stitch in them ready to tie before cutting off the iris. He would then cut off the iris, having isolated it especially along the edges where it was in contact with the sclerotic, tie the scleral stitch, and then pull the conjunctival flap down over it.
He had been surprised to find how little the iris in such cases had becoine incorporated with the adjoining tissues, even after a long period, and how relatively easy it could be isolated and defined by delicate dissection. Tubular Spectacles.-LESLIE PATON, F.R.C.S. In some cases of very defective reading vision in old people, I have found that distinct improvement can be obtained by concentrating the vision by means of tubes set in a frame, to shut off all extraneous light. As I have been trying these for a few months only, I have not yet had much opportunity of discovering in what particular type of case they are of greatest benefit. The following is one instance where benefit has been received.
Male, aged 65. Extensive choroido-retinal degeneration, vision reduced to within 100 of fixation-point and central vision 4 in the right eye and less than -60 in the left. His reading vision has so much improved that he is now able to read his own letters and he has ordered nine pairs of the tubes. Other cases are mainly cases of cataract where the improvement has been from J. 8 to J. 2, and from J. 12 to J. 1.
It is unfortunate that, though Pepys, in his Diary, records that in 1669 he was having a pair made for him (" my vizard with a tube fastened in it "), the Diary ceases without any record as to whether they helped him or not.
Depth Perception Test.-RANSOM PICKARD.
This test is designed to test one-eyed persons, or those in whom one eye is useless for vision. It consists of a cork dinner-mat 8 in. in diameter, covered on one side with black velveteen. On this side are stuck thirty or any other convenient number of pins, ranging in length from 2i in. to 3 of an inch. On the blunt free end of each pin is fixed some sealing-wax of differing colours, easily distinguished from one another. Those actually used were: yellow, 6; red, 6; green, 6; dark blue, 6; white, 6; = 30. The colours were distributed over the different-lengthed pins.
The test was employed thus . The examiner held the disc upright 2 ft. in front of the examinee, who was given a full-length lead pencil. Holding this in his working hand, usually his right, he was told to touch all pins of a particular colour, e.g., red, with the blunt end of the pencil, keeping his head still. This was repeated with each of the five colours, the number of hits for each colour was noted, and the numbers were finally added together.
From testing a number of one-eyed persons who were able to carry on their avocations successfully, it was found that twenty-five hits out of a possible thirty were usually obtained; this was taken as a standard. If the examinee obtained this number it was assumed that his depth-perception was normal. To score a hit the head of the pin must be hit fairly; a glancing blow does not count.
As far as the examinee is concerned, the test is a colour test; to the examiner it is a depth-perception test. If by chance the examinee is colour-blind, this does not matter; his hits and misses are counted as usual. Of course no hint of the real object is given to the examinee, otherwise the malingerer would score misses all the time and the neurasthenic would reveal his neurasthenia rather than his depth-perception.
The real difficulty of those who have recently lost an eye is in' the anteroposterior dimension; in the lateral and vertical dimensions the sensations from the external ocular muscles plus movements of objects over the field are sufficient guides. It is for this reason that the examinee's head is not moved and that he moves the pencil directly towards the pin-head and not slantwise. He must not hold the disc.
The apparatus is simple and cheap to construct. It could be varied by a greater variety in the length of the pins and in the kind of weapon used to hit the pinheads. But, if any variation is made, it is important to obtain the average proficiency by testing one-eyed people who are known to be carrying on craft occupations successfully. The patient, E. L., a woman aged 26, was first seen by me in consultation, on May 11, 1933. For six weeks she had had rheumatic pains in the shoulders and limbs, treated by the family doctor with salicvlates which had alleviated the pains and checked the mild pyrexia accompaning them. A fortnight before I saw her she had left her bed and sat in the garden in the sunlight, which was exceptionally bright for the time of the year. She exposed her face, neck and chest for about four hours. On the following and subsequent days there was pronounced redness, with burning and irritation on the parts exposed. This was regarded as a rather severe type of sunburn, and that it did not subside was the reason of the consultation. A pronounced raised dusky erythema on the parts above described, and sharply demarcated on the chest by the V-outline of the blouse, made it quite evident that exposure to sunlight had been at least a factor in production, although it did not explain its persistence. A guarded prognosis, with the added suggestion that the case might be an incipient acute lupus erythematosus, was justified by her admission to hospital with well-marked symptoms of that grave disease, a fortnight later (May 25) . Throughout the subsequent course there appeared almost daily, fresh patches of infiltrated dusky erythema, on the backs of the hands, the trunk, and the lower extremities, on which in particular a purpuric tendency, and even necrosis, rapidly developed. Mental irritability varied with a state of somnolence, there was pronounced gingivitis with bleeding of the gums, a rapid pulse, and a septic type of temperature (100-Q140 F.). A blood-culture and one from the catheter specimen of the urine were negative.
